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 R 000 INITIAL COMMENTS  R 000

This visit was for a State Residential Licensure 

Survey. This visit included the Investigation of 

Complaint IN00141363.

Complaint IN00141363- Unsubstantiated due to 

lack of evidence.

Survey date: May 7, 2014

Facility number: 011840

Provider number: 011840

AIM number: N/A

Survey team:

Megan Burgess, RN-TC

Lora Brettnacher, RN

Kewanna Gordon, RN

Census bed type:

Residential: 55

Total: 55

Census by payor source:

Other: 55

Total: 55

Sample: 9

Summit Place West was found to be in 

compliance with 410 IAC 16.2  in regard to the 

State Residential Licensure Survey and the 

Investigation of Complaint IN00141363.  

Quality Review  05/08/14 by Lisa McColly
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